A pericardial effusion was diagnosed by echocardiography in a 49 year old man who suffered acute cough, orthopnea, and chest pain. Because of a positive tuberculin skin test, mycobacteria were initially suspected as the cause of the pericarditis. The Infectious pericarditis, too, has been described as being caused by both facultative bacteria (2, 4, 6, 8, 9, 12, 13) and anaerobic bacteria (10, 11). Microaerophilic species have also been found in cases of infectious pericarditis (1, 5, 7) . This report describes the first documented case of infectious pericarditis caused by Fusobacterium nucleatum.
Anaerobic bacteria, as well as facultative bacteria, have been described as etiological agents in infectious endocarditis (3) . Among the most common organisms incriminated in anaerobic endocarditis are Propionibacterium acnes and Bacteroides fragilis. Other anaerobic etiologies include Clostridium spp., Bacteroides spp., Fusobacterium spp. and Peptostreptococcus sp. The most common portal of entry in patients with endocarditis regardless of etiology, is the oropharynx. The endocarditides precipitated by anaerobes also appear in a significant number of patients with gastrointestinal disease.
Infectious pericarditis, too, has been described as being caused by both facultative bacteria (2, 4, 6, 8, 9, 12, 13) and anaerobic bacteria (10, 11) . Microaerophilic species have also been found in cases of infectious pericarditis (1, 5, 7) . This A gram stain of the pericardial fluid showed numerous leukocytes and no microorganisms. A culture of the pericardial fluid was positive for fusiform anaerobic gram negative bacilli. Cultures of sputum samples and pericardial fluids were negative for mycobacteria. Postoperative blood cultures were negative, and cultures of sputum samples revealed numerous organisms, suggesting oropharyngeal flora. The remaining hospital course was one of continued improvement and the patient was discharged on hospital day 50 while still taking rifampin, ethambutol, isoniazid, penicillin, digoxin, pyridoxine, iron and Coumadin. At follow-up, the patient was doing well 3 weeks after having been discharged from the hospital.
RESULTS
Pericardial fluid was initially cultured on a prereduced blood agar plate and a phenethyl alcohol plate and in prereduced anaerobically sterilized chopped meat glucose broth. The solid media were incubated at 37°C in an anaerobic chamber (Forma Scientific (3) . This report, however, describes the first documented case of infectious pericarditis caused by F. nucleatum.
Previous experience with endocarditis caused by anaerobic bacteria has demonstrated that the oropharyngeal portal of entry is a significant factor in the establishment of this disease. Fusobacterium species are commonly found as normal flora in the oral cavity, a likely portal of entry in this case in view of the oral examination.
Although infectious pericarditis is a rather rare disease, antibiotic therapy and surgical drainage of the pericardium may favorably affect the condition of the patient. Therefore, we point out the need for more information about infectious pericarditis and for a special awareness of the unusual pathogens that cause it.
